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Background 
 
In 2003, 1,167 youth, ages 16 and older, were either wards of the state or had a permanency disposition of 
long term out-of-home placement. It was highly unlikely these youth will be either reunited with 
parents/relatives or adopted and, therefore, will “age out” of the child welfare system.  
 
The challenges that youth encounter who had been in out-of-home placement were highlighted in Homeless in 
Minnesota 2003, the Wilder Research Center’s study on homelessness. The survey found that 71 percent of 
homeless youth had been in an out-of-home placement (corrections, foster care or group home). Of the youth 
in out-of-home placement, 53 percent were in foster care. 
 
In general, the policy in Minnesota is to expect youth in out-of-home placement (without severe disabilities) 
to become self-sufficient adults at age 18. Generally, these youth are discharged from out-of-home placements 
upon completion of high school. These youth are likely to have experienced serious disruptions, both in their 
living situations and in their education while in the child welfare system. Youth that age out of out-of-home 
placements typically lack adequate preparation towards becoming self-reliant adults due to a lack of 
independent living skills training, sufficient housing, financial resources and /or supportive adults. For the 
majority of foster care youth, specific supports and services are needed to overcome difficult circumstances. 
 
Participation in independent living skills programs (while in out-of-home placement) and the provision of 
support services after age 18 is critical because outcomes for youth that age out of placement are often bleak. 
Research shows that youth transitioning from out-of- home placement: 
 
• Are more likely to be involved in the criminal justice system 
• Are at higher risk of teen pregnancy and parenting 
• Have lower reading and math skills and high school graduation rates 
• Have disproportionately higher rates of physical, developmental and mental  

health problems 
• Are more likely to experience homelessness 
• Have higher rates of alcohol and other drug abuse 
• Have higher rates of unemployment, earnings below the poverty level, and likelihood of dependence on 

public assistance. 
 
Based on the concerns outlined above and in recognition that transition services for at-risk youth is a strategy 
to reduce long-term homelessness, the department successfully sought funds from the 2005 Minnesota 
Legislature. An appropriation of $4,340,000 over four years was appropriated to assist youth in out-of-home 
placement with intensive independent living skills training, and to provide support services to youth ages 18 
or older who experienced a county-approved placement after age 16.  
 
Summary of the RFP Process and Grantees: 
 
In December of 2005, the Department of Human Services published a Request for Proposals for the Healthy 
Transition to Adulthood and Homelessness Prevention Program.  After the review process of the proposals 
was finished there was $768,369 awarded to the younger youth population (which was 35% of the total 
funding available) and $1,401,631 for the older youth population (65% of the total funding available).  Forty-
two percent of the funding went to Greater Minnesota ($918,641) and 58% of the funding went to the Metro 
area ($1,251,359).   
 
Performance-based methodology: 

http://www.gmhf.com/Home/reports/Wilder_HomelessMN2-04.pdf
http://www.gmhf.com/Home/reports/Wilder_HomelessMN2-04.pdf
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The Department entered into performance-based grant contracts with 25 youth-serving agencies. 
The performance milestones were derived from the child welfare literature on factors that are 
predictive of a successful transition from foster care to independence. Agencies were instructed to 
include their direct and indirect costs in the calculation of reimbursement for any particular 
milestone with the condition that agencies could not exceed $1,500 for youth ages 16 and older (in 
foster care) and $3,000 for youth ages 18 to 21 who had aged out of care. The variance between 
agencies on reimbursement for any particular milestone is explained by differences between 
agencies in mission, geographical location, funding sources and organizational capacity.  
 
Results 
 
The following results represent the achievements of participating youth along the eight transition 
milestones established for this program.  Each milestone achieved represents a significant amount 
of effort by agency staff who worked together with the youth in their respective programs.  Further, 
it is recognized that in many cases the agencies committed significant resources to serve youth who 
for a variety of reasons did not meet the milestone definition and were therefore not counted in this 
report.  In recognition of this factor the Department worked with grantees to redefine the 
milestones for contracts beginning June 30, 2007 or after. The Department is committed to an 
ongoing examination of the process for recognizing achievement and reimbursing community 
agencies for their efforts in serving this difficult to serve population of youth. 
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Independent Living Skills Plan 
 
For youth ages 16 and older, the Independent Living Skills Plan is an individualized plan developed in 
coordination with the county social services agency and based upon the completion of an Ansell-Casey Life 
Skills Assessment.  The agency’s case manager and the youth met to review the results of the assessment, 
agree on areas needing improvement, and developed the plan to meet these needs based on the youth’s skills 
and the principles of positive youth development.  The plan clearly identified the responsibilities of the 
agency, youth and the county social service agency (including other caretakers such as foster parents) and 
was reviewed at least monthly by the county, agency and the youth.  In addition to the quarterly review 
meetings, the agency and the youth met at least once a month to review and update the goals of the 
Independent Living Skills Plan.  Agencies were encouraged to re-administer the Ansell-Casey Life Skills 
Assessment to determine if adequate progress was being made and if the plan needed to be modified. 
 
For youth ages 18 – 21, agencies developed an Independent Living Skills Plan in conjunction with the youth.  
The youth completed the Ansell-Casey Life Skills Assessment and met with agency staff to review the results 
and agree on the areas needing improvement.  Agencies also completed the Homeless Management 
Information System (HMIS) Housing Barriers Assessment with each youth and included strategies to 
overcome barriers in the plan.  Agencies and youth developed a plan which clearly articulated their 
respective roles and responsibilities and expected timelines.  Agencies and youth met at least monthly to 
review the youth’s progress in each area needing improvement and made changes to the implementation of 
the plan as needed.  Agencies also coordinated the plan with other service providers or stakeholders as 
needed. 
 
Agencies were reimbursed for each Independent Living Plan completed meeting the above criteria. 
 
The following table shows the number of youth in each age group who achieved this milestone, the average 
agency reimbursement cost for this milestone, and the range of reimbursement costs for this milestone: 
 
16+ Performance Milestone Data 
 

Milestone Total #  of youth who 
achieved the milestone 

Average  
Reimbursement 

Reimbursement 
Range 

ILS Plan 244 $410.38 $75.00 –$979.94 

 
18-21 Performance Milestone Data 

 

Milestone Total #  of youth who 
achieved the milestone 

Average  
Reimbursement 

 

Reimbursement 
Range 

 

ILS Plan 322 
 

$487.64 
 

$200.00 – $1,023.84 
 

 

Commentary:   
 

• Youth enjoy being a part of making their ILS plans.  The plans are updated monthly, so youth can 
track their own progress and see where they still need to work and where they are excelling.  

• Many youth returned after long absences to continue work on goals set earlier.  This seems a positive 
indicator of success as youth feel a connection to the program and the freedom to work through it at 
their own pace. 
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Independent Living Skills Group Training 
 

For both age groups, the Independent Living Skills (ILS) Group Training is a facilitated group training of at 
least 14 consecutive weeks with at minimum one group per week which is at least two hours long.  The 
content of ILS Group Training included a minimum of curriculum topics.  Agencies were encouraged to use 
the existing Ansell-Casey curriculum or another curriculum as long as it covered the minimum skill sets 
required. 
 

Agencies were reimbursed for each youth who attended and completed the Independent Living Skills group 
trainings by documented attendance and participation in at least 10 of the 14 sessions. 
 

The following table shows the number of youth in each age group who achieved this milestone, the average 
agency reimbursement cost for this milestone, and the range of costs for this milestone: 
 

16+ Performance Milestone Data 
 

Milestone Total #  of youth who 
achieved the milestone 

 

Average  
Reimbursement 

 

Reimbursement 
Range 

 

ILS Group 191  
 

$433.05 $75.00 – $1,075.00 

 
 

18-21 Performance Milestone Data 
 

Milestone Total #  of youth who 
achieved the milestone 

 

Average  
Reimbursement 

 

Reimbursement 
Range 

 

ILS Group 181 $614.20 $134.40 – $1,425.00 

 

Commentary:  
 

• ILS groups gained structure and strengthened curriculum, but also resulted in an organized 
portfolio of tools and resources, which many youth continue to use in several life areas.  Youth using 
these tools have requested and needed far less assistance than before the classes; they are 
demonstrating significantly increased independence and initiative as well as confidence in their 
abilities.  

• Some agencies reported holding graduation ceremonies/picnics to recognize youth who completed 
the ILS group which increased engagement and motivation.   

• While getting youth to commit to a life skills group is a challenge, once they come to a group 
agencies have found they really enjoy it and sometimes ask to come back and join the next group so 
they can repeat the fun.   

• Youth have very low financial literacy skills.  

• There is difficulty in accessing transportation so youth can get to group. 

• For youth who are parents, finding/affording child care is often a barrier to attendance. 

• Youth opt out of the group before completing the milestone which creates a financial burden for the 
agency because they cannot claim reimbursement unless the youth has participated in at least 10 of 
the sessions.  (Note:  reimbursement for this milestone has changed to enable agencies to more easily 
claim reimbursement.  Under the new contract period beginning July 1, 2007, they may claim 
reimbursement for each youth who attends a group session.) 
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Transportation 
 
For both age groups, agencies did one or both of the following to assist youth with transportation.  Youth 
either successfully completed a driver’s education course resulting in the issuance of a driver’s permit 
and/or demonstrated ability to utilize the transportation resources in their community.   
 
Agencies were reimbursed for each youth who successfully completed a driver’s education course, passed 
the driver’s test, and received a permit to drive.  Agencies were also reimbursed for documenting the youth’s 
ability to utilize transportation resources in their community (this would be reflected in youth’s successful 
use of public transportation in getting to school, work, medical appointments, and other community 
activities). 
 
The following table shows the number of youth in each age group who achieved this milestone, the average 
agency reimbursement cost for this milestone, and the range of costs for this milestone: 
 
16+ Performance Milestone Data 

 

Milestone Total #  of youth who 
achieved milestone 

 

Average  
Reimbursement 

 

Reimbursement Range 
 

Transportation 129 $223.00 $50.00 – $575.00 

 
18-21 Performance Milestone Data 

 

Milestone Total #  of youth who 
achieved milestone 

 

Average  
Reimbursement 

 

Reimbursement Range 
 

Transportation 267 $198.65 $40.00 – $670.00 

 
Commentary:   
 

• Some foster homes are not allowing youth in their placement to get their permits and driver’s license.  

• In rural areas, it is almost essential that the youth have another means for transportation other than 
the bus system.  This is especially true for those that need to complete job search and gain 
employment.  Taxi service is not available in all of our rural areas and is not usually a viable solution 
for these youth.  
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Transition Portfolio 
 
For both age groups, agencies assisted youth to acquire vital and important documents and to organize them 
in a portfolio.  At a minimum, the transition portfolios contained the following:   
 

• birth certificate 

• social security card, green card, or school visa (if necessary) 

• school ID 

• state ID or driver’s license 

• school transcripts 

• emergency contact form (which lists the youth’s medical provider, mental health provider, dentist, 
and individuals in their support network such as foster parents, social worker, etc.) 

• health insurance card 

• names and contact information of known relatives and the agency contact person. 
 
Agencies were reimbursed for each youth-specific transition portfolio completed and documented in the 
youth’s file. 
 
The following table shows the number of youth in each age group who achieved this milestone, the average 
agency reimbursement cost for this milestone, and the range of costs for this milestone: 
 
16+ Performance Milestone Data 

 

Milestone Total #  of youth who 
achieved milestone 

 

Average  
Reimbursement 

 

Reimbursement Range 
 

Transition 
Portfolio 

104 $111.35 $15.00 – $300.00 

 
18-21 Performance Milestone Data 

 

Milestone Total #  of youth who 
achieved milestone 

 

Average  
Reimbursement 

 

Reimbursement Range 
 

Transition 
Portfolio 

220 $171.46 $27.00 – $740.00 

 
Commentary:   
 

• Transition portfolios help youth stay organized and efficient.   

• Agencies felt this milestone was challenging to achieve because of difficulty obtaining vital 
documents.  Many systemic rules and procedures become barriers for youth to obtain the necessary 
documents for their portfolio. 
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Employment 
 
For both age groups, agencies assisted youth in gaining and sustaining employment.  Agencies were 
reimbursed for youth who advanced in their employment by securing jobs with benefits or increased wages.  
Agencies assisted youth through the provision of the Independent Living Skills curriculum, interview skills 
training, resume writing, assistance with obtaining appropriate interview and work clothing, transportation 
assistance, and conflict resolution skills.  It was highly recommended that youth work no more than 15 hours 
per week if they were going to school full time. 
 
Agencies were reimbursed once a youth obtained a job and sustained it for three months and/or advanced 
employment through promotion or a better job with benefits. 
 
The following table shows the number of youth in each age group who achieved this milestone, the average 
agency reimbursement cost for this milestone, and the range of costs for this milestone: 
 
16+ Performance Milestone Data 

 

Milestone Total #  of youth who 
achieved milestone 

 

Average  
Reimbursement 

 

Reimbursement 
Range 

 

Employment 70 $334.50 $20.00 – $1,250.00 

 
18-21 Performance Milestone Data 

 

Milestone Total #  of youth who 
achieved milestone 

 

Average  
Reimbursement 

 

Reimbursement 
Range 

 

Employment 163 $356.40 $20.00 – $1,000.00 

 
Commentary:  
 

• Many youth, with the assistance of this program, managed to maintain their employment status.   

• Despite work on resumes and interviewing skills, a number of youth lack employment experience or 
struggle with being hired.  One agency noted that they have partnered with other agencies to 
provide additional services in response to this growing need.   

• Retention of employment can be very challenging as youth often do not understand the importance 
of on-the-job skill building, communication, attendance, and clothing/dress.   

• It is difficult to find employment for youth with felony charges or criminal history.  In an attempt to 
find jobs for these youth, we network with felony friendly employers as well as other organizations 
that specialize in this area such as HIRED.  We also attempt to connect these youth to resources that 
can help them resolve the issue through the court system. 

• It is difficult to find appropriate part-time employment. 

• Youth skills in the area of employment seeking and retaining one’s job are barriers to sustainability 
to self-sufficiency.  We continue in our groups and on an individual basis to educate on the 
interviewing process, workforce center as resources to job opportunities, and the importance of 
money budgeting. 

• Many youth we work with do not have the necessary resources for transportation and find it 
difficult to reach jobs that are too far from where they live. 
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Education 
 
For youth ages 16 and older, agencies either helped youth maintain school stability or graduate from high 
school, depending on the youth’s year in school.  School stability was demonstrated through a youth’s school 
attendance and the maintenance of at least a 2.0 grade point average or equivalent.  High school graduation 
was demonstrated by the youth receiving a high school diploma.  Agencies could request reimbursement for 
both school stability and high school graduation at the end of each academic school year.  If receiving a high 
school diploma was not possible for any particular youth, agencies could receive reimbursement for assisting 
the youth to obtain a GED. 
 
For youth ages 18-21, agencies either helped youth graduate from high school, or if that was not possible, 
obtain a GED.  Agencies were reimbursed based on youth graduating from high school with a diploma or a 
GED certificate. 
 
For both age groups, agencies assisted youth in researching post-secondary options; helped them register 
for, study, and take the ACT/SAT.  Agencies assisted youth in applying for financial aid, including the Free 
Application for Federal Student Aid (FAFSA) and Educational Training Vouchers (ETV’s).  Agencies were 
reimbursed once a youth was accepted into a post-secondary institution. 
 
The following table shows the number of youth in each age group who achieved this milestone, the average 
agency reimbursement cost for this milestone, and the range of costs for this milestone: 
 
16+ Performance Milestone Data 

 

Milestone Total #  of youth who 
achieved milestone 

 

Average  
Reimbursement 

 

Reimbursement 
Range 

 

Education 87 $257.08 $20.00 – $1,000.00 

 
18-21 Performance Milestone Data 

 

Milestone Total #  of youth who 
achieved milestone 

 

Average  
Reimbursement 

 

Reimbursement 
Range 

 

Education 100 $312.04 $73.80 – $1,000.00 

 
Commentary:  
 

• Especially in the 4th quarter reporting period, the focus for many was on education – rallying youth to 
finish the school year strong and feel a sense of accomplishment.   

• Many youth maintained their education status and one agency reported all their seniors received 
either their diploma or GED. 

• Getting youth to pursue post-secondary training or pursue their GED is a challenge.  Our strategies 
for overcoming this challenge is simply to keep encouraging them, as well as when we meet one-on-
one, we try to sit down and show them how much more money they would be able to earn if they 
extended their education.  
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Medical and Mental Health 
 

For both age groups, agencies assisted youth by ensuring that their physical and mental health treatment 
needs were identified and that they had health care coverage and health care providers to meet their needs.  
Agencies ensured that youth were aware of what they needed to do in order to take care of their medical and 
mental health needs. 

 
Agencies were reimbursed for the creation of a Medical and Mental Health Care Plan containing the above 
elements which were documented in the youth’s file.  
 
The following table shows the number of youth in each age group who achieved this milestone, the average 
agency reimbursement cost for this milestone, and the range of costs for this milestone: 
 
16+ Performance Milestone Data 

 

Milestone Total #  of youth who 
achieved milestone 

 

Average  
Reimbursement 

 

Reimbursement 
Range 

 

Medical/Mental 
Health Plan 

128 $117.90 $4.00 – $300.00 

 
18-21 Performance Milestone Data 

 

Milestone Total #  of youth who 
achieved milestone 

 

Average  
Reimbursement 

 

Reimbursement 
Range 

 

Medical/Mental 
Health Plan 

219 $115.24 $4.00 – $300.00 

 
Commentary:   
 

• One agency reported that all of their youth have identified medical coverage and primary physicians.   

• It is difficult to provide supports under this grant to youth who are also diagnosed with an SPMI or 
mental health diagnosis.  There is a need to gear support and training toward recognition and focus 
on managing mental health while youth remain in the program.   

• It is challenging for youth to maintain medical coverage and MFIP benefits. 

• The area of mental health and managing one’s needs is a great barrier for the youth and accessing the 
needed supports in a timely fashion.  The systems to receive the services once youth are able to 
recognize and take charge of one’s needs can become drawn out with the time it takes to receive an 
appointment.  That leads to loss or engagement from the youth.  Youth continue to keep monitoring 
their personal medication and the benefits for accessing it to their personal life successes and quality 
of life. 
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Housing 
 
For both age groups, agencies assisted youth in developing a Housing Plan for obtaining appropriate 
housing.  In the case of youth ages 16 and older, the Housing Plan included appropriate housing once the 
youth transitions out of placement.  The Housing Plan included the name and address of the housing that 
the youth was moving into and described the type of housing and supports that accompany that housing.  
Agencies could not use homeless shelters as housing options for youth in the Housing Plan.  In addition, 
agencies had to include a Housing Crisis Plan to provide a secondary housing option if the first plan fell 
through.  In addition to the Housing Plan and Housing Crisis Plan, agencies helped youth create a budget 
for housing in order to ensure that they saved enough money for a damage deposit and first month’s rent.   
 
For youth ages 16 and older, agencies were reimbursed for the number of youth who moved into 
appropriate housing from out-of-home placement and sustained or improved their housing status three 
months subsequent to their initial move-in date. 
 
For youth ages 18 – 21, agencies were reimbursed for the number of youth who moved into appropriate 
housing and sustained or improved their housing status six months subsequent to their initial move-in date. 
The primary focus of services for older youth was to advance their independent living skills and 
employment in an effort to secure and sustain stable housing.  Rental assistance, in the amount of up to 
$1,000 per youth, was available as a support to the housing milestone to enable agencies to assist older youth 
in paying for damage deposits, and first and last month’s rent for an apartment.  
 
16+ Performance Milestone Data 

 

Milestone Total #  of youth who 
achieved milestone 

 

Average  
Reimbursement 

 

Reimbursement 
Range 

 

Housing 9 $194.70 $48.00 – $500.00 

 
18-21 Performance Milestone Data 

 

Milestone Total #  of youth who 
achieved milestone 

 

Average  
Reimbursement 

 

Reimbursement Range 
 

Housing 125 $369.37 $91.00 – $1,000.00 

 
Commentary:  
 

• Many agencies reported it was a struggle to find affordable housing.   

• Still finding that youth are totally unprepared for moving out on their own.  

• Lack of housing and employment has consistently been significant challenges for nearly every youth.  
We have seen growing numbers of youth who obtain housing struggle to maintain it due to lack of 
affordability.  Many do not seek help until they’ve already been issued evictions, adding heavy court 
fees to their already serious financial difficulties. 
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APPENDIX 
 

Providers Serving 16+      Providers Serving Both Populations 

 
Human Services, Inc.     Arrowhead Economic Opportunity Agency 
 
PATH       Catholic Charities (SAIL Program) 
 
Red Wing Outreach     Complementary Support Services 
 

Providers Serving 18 – 21     Evergreen House 

 
Ain Dah Yung      Fond du Lac Reservation 
 
Catholic Charities (Hope Street)   Genesis II 
 
Face to Face (Safezone)    Hearthstone 
 
Freeport West      Lutheran Social Services - Duluth 
 
Lutheran Social Services – Baxter   Lutheran Social Services - Willmar 
 
Lutheran Social Services – St. Paul   Southwest MN Private Industry Council 
 
Safe Haven      Summit Academy 
 
The Bridge      YMCA of Rochester 
 
Youthlink 
 
YWCA of Duluth      



 

 

APPENDIX E Foster Care Benefits Up To Age 21 
 
Prepared 9-1-04 by Ann Ahstrom, Children’s Justice Initiative 
 
Statutes and Administrative Rules Related to Court Jurisdiction, Services and 
Continued Foster Care for Children beyond their 18th Birthdays 
 
I. Court jurisdiction to 19th birthday: The following statute authorizes the 
court to continue jurisdiction past the child’s 18th birthday to the child’s 19th 
birthday when it is in the child’s best interests to do so.  This option is not 
available when the child is under court jurisdiction solely due to truancy.  The 
actual statute follows: 
 
Minn. Stat. § 260C.193 Subd. 6. Termination of jurisdiction.  The court may 
dismiss the petition or otherwise terminate its jurisdiction on its own motion or 
on the motion or petition of any interested party at any time.  Unless terminated 
by the court, and except as otherwise proved in this subdivision, the jurisdiction 
of the court shall continue until the individual becomes 19 years of age if the 
court determines it is in the best interest of the individual to do so.  Court 
jurisdiction under section 260C.007, subdivision 6, clause (14), may not continue 
past the child’s 18th birthday. 
 

II. Assistance for state wards to age 21:  The following administrative rule 
requires that state wards have access to social services and financial assistance to 
develop independent living skills.  This access continues to age 21 if the “child” 
is incapable of self-sustaining employment or in need of further training or 
education.  The actual administrative rule follows: 
9560.0470 STATE GUARDIANSHIP ASISTANCE UP TO AGE 21.  The local 
agency in the child’s county of residence shall provide a child who has reached 
the age of 16 years with social services and access to financial assistance to help 
the child develop independent living skills.  An individual who is under state 
guardianship at age 18 continues to be eligible for social services and access to 
financial assistance up to age 21 if the individual is incapable of self-sustaining 
employment or is in need of continuing education or training beyond high 
school. 
 For the purposes of this part, social services include counseling, training 
in independent living skills, and access to community resources. 
 Six months before a child under state guardianship reaches age 18, the 
local agency in the child’s county of residence shall inform the child, in writing, 
of the child’s right to request the continuation of social services and access to 
financial assistance beyond age 18. 
 



 

 

III. Availability of foster care to age 21:  The following administrative rule 
requires access to planning, maintenance and services for two populations of 
children eligible to receive foster care to age 21: 
 

Non-state wards (termination of parental rights has not occurred).  Foster 
children who are not state wards must: 
Be in foster care immediately prior to 18th birthday; and 
In foster care at the time of the request; 
State wards (termination of parental rights has occurred, child under state 
guardianship). 
Foster children who are state wards: 
May request case planning, services, and financial assistance at any time before 
their 21st birthday 
Agency’s obligation is to develop plan to meet the child’s vocational, 
educational, social, or maturational needs.  Maintenance (foster care payments) 
or counseling benefits must be tied to that plan. 
 
9560.0660 FOSTER CARE BENEFITS UP TO AGE 21.  Within the six months 
prior to a child’s 18th birthday, the local agency shall advise the child, the child’s 
parents or legal guardian, and the foster parents of the availability of benefits up 
to age 21 of the foster care program. 
 
Upon the request of a person between the ages of 18 and 21 who is not under 
state guardianship as dependent/neglected and who had been receiving foster 
care benefits immediately prior to his or her 18th birthday and who is in foster 
care at the time of the request, or upon the request at any time between the ages 
of 18 and 21 of a person who had been under state guardianship as 
dependent/neglected, the local agency shall develop, in conjunction with the 
foster child and other appropriate parties, a specific plan related to that person’s 
vocational, educational, social, or maturational needs and shall assure that any 
maintenance or counseling benefits are tied to that plan. 
 
Note: If a county denies foster care benefits up to age 21, the foster child, his/her 
parents, or the poster parents may appeal the decision to the Minnesota 
Department of Human Services.  The request for an appeal hearing must be in 
(sic) submitted in writing within 30 days of the county notification of denial.  The 
appeal can be completed and submitted on-line at 
http://www.dhs.state.mn.us/main/groups/agencywide/documents/pub/dhs
_id_016399.hcsp#P28-1188  

http://www.dhs.state.mn.us/main/groups/agencywide/documents/pub/dhs_id_016399.hcsp#P28-1188
http://www.dhs.state.mn.us/main/groups/agencywide/documents/pub/dhs_id_016399.hcsp#P28-1188
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245.473 ACUTE CARE HOSPITAL INPATIENT SERVICES. 
    Subdivision 1. Availability of acute care inpatient services. By 
July 1, 1988, county boards must make available through contract or 
direct provision enough acute care hospital inpatient treatment 
services as close to the county as possible for adults with mental 
illness residing in the county. Acute care hospital inpatient treatment 
services must be designed to: 
 
(1) stabilize the medical and mental health condition for which 
admission is required; 
 
(2) improve functioning to the point where discharge to residential 
treatment or community-based mental health services is possible; and 
 
(3) facilitate appropriate referrals for follow-up mental health care in 
the community. 
 
    Subd. 2. Specific requirements. Providers of acute care hospital 
inpatient services must  
meet applicable standards established by the commissioners of health 
and human services. 
 
    Subd. 3. Admission, continued stay, and discharge criteria. No 
later than January 1, 1992, the county board shall ensure that 
placement decisions for acute care inpatient services are based on the 
clinical needs of the adult. The county board shall ensure that each 
entity under contract with the county to provide acute care hospital 
treatment services has admission, continued stay, discharge criteria 
and discharge planning criteria as part of the contract. Contracts shall 
specify specific responsibilities between the county and service 
providers to ensure comprehensive planning and continuity of care 
between needed services according to data privacy requirements. All 
contracts for the provision of acute care hospital inpatient treatment 
services must include provisions guaranteeing clients the right to 
appeal under section 245.477 and to be advised of their appeal rights.  
 
    Subd. 4. Individual placement agreement. Except for services 
reimbursed under chapters 256B and 256D, the county board shall 
enter into an individual placement agreement with a provider of 
acute care hospital inpatient treatment services to an adult eligible 
for services under this section. The agreement must specify the 
payment rate and the terms and conditions of county payment for the 
placement. 
History: 1987 c 403 art 2 s 28; 1989 c 282 art 4 s 20; 1991 c 292 
art 6 s 8,9 

Copyright © 2007 by the Office of the Revisor of Statutes, State of Minnesota.  All 

rights reserved. 

https://www.revisor.leg.state.mn.us/statutes?id=245%2E477


 

 

245.4883 ACUTE CARE HOSPITAL INPATIENT SERVICES. 
    Subdivision 1. Availability of acute care hospital inpatient 
services. County boards must make available through contract or direct 
provision enough acute care hospital inpatient treatment services as 
close to the county as possible for children with severe emotional 
disturbances residing in the county needing this level of care. Acute care 
hospital inpatient treatment services must be designed to: 
 
(1) stabilize the medical and mental health condition for which 
admission is required; 
 
(2) improve functioning to the point where discharge to residential 
treatment or community-based mental health services is possible; 
 
(3) facilitate appropriate referrals for follow-up mental health care in the 
community; 
 
(4) work with families to improve the ability of the families to care for 
those children with severe emotional disturbances at home; and 
 
(5) assist families and children in the transition from inpatient services 
to community-based services or home setting, and provide notification 
to the child's case manager, if any, so that the case manager can monitor 
the transition and make timely arrangements for the child's appropriate  
follow-up care in the community. 
 
    Subd. 2. Specific requirements. Providers of acute care hospital 
inpatient services for children must meet applicable standards 
established by the commissioners of health and human services. 
 
    Subd. 3. Admission, continued stay, and discharge criteria. No 
later than January 1, 1992, the county board shall ensure that placement 
decisions for acute care hospital inpatient treatment services are based 
on the clinical needs of the child and, if appropriate, the child's family. 
The county board shall ensure that each entity under contract with the 
county to provide acute care hospital treatment services has admission, 
continued stay, discharge criteria and discharge planning criteria as part 
of the contract. Contracts should specify the specific responsibilities  
between the county and service providers to ensure comprehensive 
planning and continuity of care between needed services according to 
data privacy requirements. All contracts for the provision of acute care 
hospital inpatient treatment services must include provisions 
guaranteeing clients the right to appeal under section 245.4887 and to be 
advised of their appeal rights.  
 
History: 1989 c 282 art 4 s 50; 1990 c 568 art 5 s 24; 1991 c 292 art 6 s 
21,58 subd 1 

Copyright © 2007 by the Office of the Revisor of Statutes, State of Minnesota.        All 

rights reserved. 
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253.017 TREATMENT PROVIDED BY STATE-OPERATED 
SERVICES. 
    Subdivision 1. Active psychiatric treatment. The state-operated 
services shall provide active psychiatric treatment according to 
contemporary professional standards. Treatment must be designed to: 
 
(1) stabilize the individual and the symptoms that required hospital 
admission; 
 
(2) restore individual functioning to a level permitting return to the 
community; 
 
(3) strengthen family and community support; and 
 
(4) facilitate discharge, after care, and follow-up as patients return to 
the community. 
 
    Subd. 2. Need for services. The commissioner shall determine the 
need for the psychiatric services provided by the department based 
upon individual needs assessments of persons in the state-operated 
services as required by section 245.474, subdivision 2, and an 
evaluation of: (1) state-operated services programs, (2) programs 
needed in the region for persons who require hospitalization, and (3) 
available epidemiologic data. Throughout its planning and 
implementation, the assessment process must be discussed with the 
State Advisory Council on Mental Health in accordance with its 
duties under section 245.697. Continuing assessment of  
this information must be considered in planning for and 
implementing changes in state-operated programs and facilities for 
persons with mental illness. Expansion may be considered only after 
a thorough analysis of need and in conjunction with a comprehensive 
mental health plan.  
 
    Subd. 3. Dissemination of admission and stay criteria. The 
commissioner shall periodically disseminate criteria for admission 
and continued stay in a state-operated services  
facility. The commissioner shall disseminate the criteria to the courts 
of the state and counties. 
 
History: 1989 c 282 art 6 s 26; 1Sp2003 c 14 art 6 s 41 

Copyright © 2007 by the Office of the Revisor of Statutes, State of Minnesota. All 

rights reserved. 
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256B.0623 ADULT REHABILITATIVE MENTAL HEALTH 
SERVICES COVERED. 
    Subdivision 1. Scope. Medical assistance covers adult 
rehabilitative mental health services as defined in subdivision 2, 
subject to federal approval, if provided to recipients as defined in  
subdivision 3 and provided by a qualified provider entity meeting the 
standards in this section and by a qualified individual provider 
working within the provider's scope of practice and identified  
in the recipient's individual treatment plan as defined in section 
245.462, subdivision 14, and if determined to be medically necessary 
according to section 62Q.53.  
    Subd. 2. Definitions. For purposes of this section, the following 
terms have the meanings given them. 
(a) "Adult rehabilitative mental health services" means mental health 
services which are rehabilitative and enable the recipient to develop 
and enhance psychiatric stability, social competencies, personal and 
emotional adjustment, and independent living and community skills,  
when these abilities are impaired by the symptoms of mental illness. 
Adult rehabilitative mental health services are also appropriate when 
provided to enable a recipient to retain stability and  
functioning, if the recipient would be at risk of significant functional 
decompensation or more restrictive service settings without these 
services. 
(1) Adult rehabilitative mental health services instruct, assist, and 
support the recipient in areas such as: interpersonal communication 
skills, community resource utilization and integration skills, crisis 
assistance, relapse prevention skills, health care directives, budgeting 
and shopping skills, healthy lifestyle skills and practices, cooking 
and nutrition skills, transportation skills, medication education and 
monitoring, mental illness symptom management skills, household  
management skills, employment-related skills, and transition to 
community living services. 
(2) These services shall be provided to the recipient on a one-to-one 
basis in the recipient's home or another community setting or in 
groups. 
(b) "Medication education services" means services provided 
individually or in groups which focus on educating the recipient 
about mental illness and symptoms; the role and effects  
of medications in treating symptoms of mental illness; and the side 
effects of medications. Medication education is coordinated with 
medication management services and does not duplicate  
it. Medication education services are provided by physicians, 
pharmacists, physician's assistants, or registered nurses. 
(c) "Transition to community living services" means services which 
maintain continuity of contact between the rehabilitation services 
provider and the recipient and which facilitate discharge from a 

https://www.revisor.leg.state.mn.us/statutes?id=245%2E462#stat%2E245%2E462%2E14
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hospital, residential treatment program under Minnesota Rules, 
chapter 9505, board and lodging facility, or nursing home. Transition 
to community living services are not intended to provide other areas 
of adult rehabilitative mental health services. 
    Subd. 3. Eligibility. An eligible recipient is an individual who: 
(1) is age 18 or older; 
(2) is diagnosed with a medical condition, such as mental illness or 
traumatic brain injury, for which adult rehabilitative mental health 
services are needed; 
(3) has substantial disability and functional impairment in three or 
more of the areas listed in section 245.462, subdivision 11a, so that 
self-sufficiency is markedly reduced; and  
(4) has had a recent diagnostic assessment by a qualified professional 
that documents adult rehabilitative mental health services are 
medically necessary to address identified disability and functional 
impairments and individual recipient goals. 
    Subd. 4. Provider entity standards. (a) The provider entity must 
be certified by the state following the certification process and 
procedures developed by the commissioner. 
(b) The certification process is a determination as to whether the 
entity meets the standards in this subdivision. The certification must 
specify which adult rehabilitative mental health services  
the entity is qualified to provide. 
(c) A noncounty provider entity must obtain additional certification 
from each county in which it will provide services. The additional 
certification must be based on the adequacy of the entity's knowledge 
of that county's local health and human service system, and the 
ability of the entity to coordinate its services with the other services 
available in that county. A county-operated entity must obtain this 
additional certification from any other county in which it will 
provide services. 
(d) Recertification must occur at least every three years. 
(e) The commissioner may intervene at any time and decertify 
providers with cause. The decertification is subject to appeal to the 
state. A county board may recommend that the state  
decertify a provider for cause. 
(f) The adult rehabilitative mental health services provider entity 
must meet the following standards: 
(1) have capacity to recruit, hire, manage, and train mental health 
professionals, mental health practitioners, and mental health 
rehabilitation workers; 
(2) have adequate administrative ability to ensure availability of 
services; 
(3) ensure adequate preservice and inservice and ongoing training for 
staff; 
(4) ensure that mental health professionals, mental health 

https://www.revisor.leg.state.mn.us/statutes?id=245%2E462#stat%2E245%2E462%2E11a


 

 

practitioners, and mental health rehabilitation workers are skilled in 
the delivery of the specific adult rehabilitative mental health  
services provided to the individual eligible recipient; 
(5) ensure that staff is capable of implementing culturally specific 
services that are culturally competent and appropriate as determined 
by the recipient's culture, beliefs, values, and language  
as identified in the individual treatment plan; 
(6) ensure enough flexibility in service delivery to respond to the 
changing and intermittent care needs of a recipient as identified by 
the recipient and the individual treatment plan; 
(7) ensure that the mental health professional or mental health 
practitioner, who is under the clinical supervision of a mental health 
professional, involved in a recipient's services participates  
in the development of the individual treatment plan; 
(8) assist the recipient in arranging needed crisis assessment, 
intervention, and stabilization services; 
(9) ensure that services are coordinated with other recipient mental 
health services providers and the county mental health authority and 
the federally recognized American Indian authority and necessary 
others after obtaining the consent of the recipient. Services must also 
be coordinated with the recipient's case manager or care coordinator 
if the recipient is receiving case management or care coordination 
services; 
(10) develop and maintain recipient files, individual treatment plans, 
and contact charting; 
(11) develop and maintain staff training and personnel files; 
(12) submit information as required by the state; 
(13) establish and maintain a quality assurance plan to evaluate the 
outcome of services  
provided; 
(14) keep all necessary records required by law; 
(15) deliver services as required by section 245.461;  
(16) comply with all applicable laws; 
(17) be an enrolled Medicaid provider; 
(18) maintain a quality assurance plan to determine specific service 
outcomes and the recipient's satisfaction with services; and 
(19) develop and maintain written policies and procedures regarding 
service provision and administration of the provider entity. 
    Subd. 5. Qualifications of provider staff. Adult rehabilitative 
mental health services must  
be provided by qualified individual provider staff of a certified 
provider entity. Individual provider  
staff must be qualified under one of the following criteria: 
    (1) a mental health professional as defined in section 245.462, 
subdivision 18, clauses (1) to (5). If the recipient has a current 
diagnostic assessment by a licensed mental health professional  

https://www.revisor.leg.state.mn.us/statutes?id=245%2E461
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as defined in section 245.462, subdivision 18, clauses (1) to (5), 
recommending receipt of adult mental health rehabilitative services, 
the definition of mental health professional for purposes of this 
section includes a person who is qualified under section 245.462, 
subdivision 18, clause (6), and who holds a current and valid 
national certification as a certified rehabilitation counselor or  
certified psychosocial rehabilitation practitioner;  
    (2) a mental health practitioner as defined in section 245.462, 
subdivision 17. The mental health practitioner must work under the 
clinical supervision of a mental health professional;  
    (3) a certified peer specialist under section 256B.0615. The 
certified peer specialist must work under the clinical supervision of a 
mental health professional; or 
    (4) a mental health rehabilitation worker. A mental health 
rehabilitation worker means a staff person working under the 
direction of a mental health practitioner or mental health professional  
and under the clinical supervision of a mental health professional in 
the implementation of rehabilitative mental health services as 
identified in the recipient's individual treatment plan who: 
    (i) is at least 21 years of age; 
    (ii) has a high school diploma or equivalent; 
    (iii) has successfully completed 30 hours of training during the 
past two years in all of the following areas: recipient rights, 
recipient-centered individual treatment planning,  
behavioral terminology, mental illness, co-occurring mental illness 
and substance abuse, psychotropic medications and side effects, 
functional assessment, local community resources, adult 
vulnerability, recipient confidentiality; and 
    (iv) meets the qualifications in subitem (A) or (B): 
    (A) has an associate of arts degree in one of the behavioral 
sciences or human services, or is a registered nurse without a 
bachelor's degree, or who within the previous ten years has: 
    (1) three years of personal life experience with serious and 
persistent mental illness; 
    (2) three years of life experience as a primary caregiver to an adult 
with a serious mental  
illness or traumatic brain injury; or 
    (3) 4,000 hours of supervised paid work experience in the delivery 
of mental health services  
to adults with a serious mental illness or traumatic brain injury; or 
    (B)(1) is fluent in the non-English language or competent in the 
culture of the ethnic group to which at least 20 percent of the mental 
health rehabilitation worker's clients belong; 
    (2) receives during the first 2,000 hours of work, monthly 
documented individual clinical supervision by a mental health 
professional; 
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    (3) has 18 hours of documented field supervision by a mental 
health professional or practitioner during the first 160 hours of 
contact work with recipients, and at least six hours of  
field supervision quarterly during the following year; 
    (4) has review and cosignature of charting of recipient contacts 
during field supervision by a mental health professional or 
practitioner; and 
    (5) has 40 hours of additional continuing education on mental 
health topics during the first year of employment. 
    Subd. 6. Required training and supervision. (a) Mental health 
rehabilitation workers must receive ongoing continuing education 
training of at least 30 hours every two years in areas of  
mental illness and mental health services and other areas specific to 
the population being served. Mental health rehabilitation workers 
must also be subject to the ongoing direction and clinical  
supervision standards in paragraphs (c) and (d). 
(b) Mental health practitioners must receive ongoing continuing 
education training as required by their professional license; or if the 
practitioner is not licensed, the practitioner must receive ongoing 
continuing education training of at least 30 hours every two years in 
areas of mental illness and mental health services. Mental health 
practitioners must meet the ongoing clinical supervision standards in 
paragraph (c). 
(c) Clinical supervision may be provided by a full- or part-time 
qualified professional employed by or under contract with the 
provider entity. Clinical supervision may be provided by interactive 
videoconferencing according to procedures developed by the 
commissioner. A mental health professional providing clinical 
supervision of staff delivering adult rehabilitative mental health 
services must provide the following guidance: 
(1) review the information in the recipient's file; 
(2) review and approve initial and updates of individual treatment 
plans; 
(3) meet with mental health rehabilitation workers and practitioners, 
individually or in small groups, at least monthly to discuss treatment 
topics of interest to the workers and practitioners; 
(4) meet with mental health rehabilitation workers and practitioners, 
individually or in small  
groups, at least monthly to discuss treatment plans of recipients, and 
approve by signature and document in the recipient's file any 
resulting plan updates; 
(5) meet at least monthly with the directing mental health 
practitioner, if there is one, to review needs of the adult rehabilitative 
mental health services program, review staff on-site  
observations and evaluate mental health rehabilitation workers, plan 
staff training, review program evaluation and development, and 



 

 

consult with the directing practitioner; and 
(6) be available for urgent consultation as the individual recipient 
needs or the situation necessitates. 
(d) An adult rehabilitative mental health services provider entity 
must have a treatment director who is a mental health practitioner or 
mental health professional. The treatment director  
must ensure the following: 
(1) while delivering direct services to recipients, a newly hired 
mental health rehabilitation worker must be directly observed 
delivering services to recipients by a mental health practitioner  
or mental health professional for at least six hours per 40 hours 
worked during the first 160 hours that the mental health 
rehabilitation worker works; 
(2) the mental health rehabilitation worker must receive ongoing on-
site direct service observation by a mental health professional or 
mental health practitioner for at least six hours for every six months 
of employment; 
(3) progress notes are reviewed from on-site service observation 
prepared by the mental  
health rehabilitation worker and mental health practitioner for 
accuracy and consistency with actual recipient contact and the 
individual treatment plan and goals; 
(4) immediate availability by phone or in person for consultation by 
a mental health  
professional or a mental health practitioner to the mental health 
rehabilitation services worker during service provision; 
(5) oversee the identification of changes in individual recipient 
treatment strategies, revise the plan, and communicate treatment 
instructions and methodologies as appropriate to ensure that  
treatment is implemented correctly; 
(6) model service practices which: respect the recipient, include the 
recipient in planning and implementation of the individual treatment 
plan, recognize the recipient's strengths, collaborate  
and coordinate with other involved parties and providers; 
(7) ensure that mental health practitioners and mental health 
rehabilitation workers are able to effectively communicate with the 
recipients, significant others, and providers; and 
(8) oversee the record of the results of on-site observation and 
charting evaluation and corrective actions taken to modify the work 
of the mental health practitioners and mental health rehabilitation 
workers. 
(e) A mental health practitioner who is providing treatment direction 
for a provider entity must receive supervision at least monthly from a 
mental health professional to: 
(1) identify and plan for general needs of the recipient population 
served; 



 

 

(2) identify and plan to address provider entity program needs and 
effectiveness; 
(3) identify and plan provider entity staff training and personnel 
needs and issues; and 
(4) plan, implement, and evaluate provider entity quality 
improvement programs. 
    Subd. 7. Personnel file. The adult rehabilitative mental health 
services provider entity must maintain a personnel file on each staff. 
Each file must contain: 
(1) an annual performance review; 
(2) a summary of on-site service observations and charting review; 
(3) a criminal background check of all direct service staff; 
(4) evidence of academic degree and qualifications; 
(5) a copy of professional license; 
(6) any job performance recognition and disciplinary actions; 
(7) any individual staff written input into own personnel file; 
(8) all clinical supervision provided; and 
(9) documentation of compliance with continuing education 
requirements. 
    Subd. 8. Diagnostic assessment. Providers of adult rehabilitative 
mental health services must complete a diagnostic assessment as 
defined in section 245.462, subdivision 9, within five days after the 
recipient's second visit or within 30 days after intake, whichever 
occurs first. In cases where a diagnostic assessment is available that 
reflects the recipient's current status, and has been completed within 
180 days preceding admission, an update must be completed. An 
update shall include a written summary by a mental health 
professional of the recipient's current mental health status and 
service needs. If the recipient's mental health status has changed 
significantly since the adult's most recent diagnostic assessment, a 
new diagnostic assessment is required. For initial implementation of 
adult rehabilitative mental health services, until June 30, 2005, a  
diagnostic assessment that reflects the recipient's current status and 
has been completed within the past three years preceding admission 
is acceptable.  
    Subd. 9. Functional assessment. Providers of adult rehabilitative 
mental health services must complete a written functional assessment 
as defined in section 245.462, subdivision 11a, for each recipient. 
The functional assessment must be completed within 30 days of 
intake, and reviewed and updated at least every six months after it is 
developed, unless there is a significant change in the functioning of 
the recipient. If there is a significant change in functioning, the  
assessment must be updated. A single functional assessment can 
meet case management and adult rehabilitative mental health 
services requirements if agreed to by the recipient. Unless  
the recipient refuses, the recipient must have significant participation 
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in the development of the functional assessment.  
    Subd. 10. Individual treatment plan. All providers of adult 
rehabilitative mental health  
services must develop and implement an individual treatment plan 
for each recipient. The provisions in clauses (1) and (2) apply: 
(1) Individual treatment plan means a plan of intervention, treatment, 
and services for an individual recipient written by a mental health 
professional or by a mental health practitioner under the clinical 
supervision of a mental health professional. The individual treatment 
plan must be based on diagnostic and functional assessments. To the 
extent possible, the development and implementation of a treatment 
plan must be a collaborative process involving the recipient, and  
with the permission of the recipient, the recipient's family and others 
in the recipient's support system. Providers of adult rehabilitative 
mental health services must develop the individual  
treatment plan within 30 calendar days of intake. The treatment plan 
must be updated at least every six months thereafter, or more often 
when there is significant change in the recipient's  
situation or functioning, or in services or service methods to be used, 
or at the request of the recipient or the recipient's legal guardian. 
(2) The individual treatment plan must include: 
(i) a list of problems identified in the assessment; 
(ii) the recipient's strengths and resources; 
(iii) concrete, measurable goals to be achieved, including time 
frames for achievement; 
(iv) specific objectives directed toward the achievement of each one 
of the goals; 
(v) documentation of participants in the treatment planning. The 
recipient, if possible, must be a participant. The recipient or the 
recipient's legal guardian must sign the treatment plan, or  
documentation must be provided why this was not possible. A copy 
of the plan must be given to the recipient or legal guardian. Referral 
to formal services must be arranged, including specific  
providers where applicable; 
(vi) cultural considerations, resources, and needs of the recipient 
must be included; 
(vii) planned frequency and type of services must be initiated; and 
(viii) clear progress notes on outcome of goals. 
(3) The individual community support plan defined in section 
245.462, subdivision 12, may serve as the individual treatment plan 
if there is involvement of a mental health case manager,  
and with the approval of the recipient. The individual community 
support plan must include the criteria in clause (2).  
    Subd. 11. Recipient file. Providers of adult rehabilitative mental 
health services must maintain a file for each recipient that contains 
the following information: 
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(1) diagnostic assessment or verification of its location that is current 
and that was reviewed by a mental health professional who is 
employed by or under contract with the provider entity; 
(2) functional assessments; 
(3) individual treatment plans signed by the recipient and the mental 
health professional, or if the recipient refused to sign the plan, the 
date and reason stated by the recipient as to why the recipient would 
not sign the plan; 
(4) recipient history; 
(5) signed release forms; 
(6) recipient health information and current medications; 
(7) emergency contacts for the recipient; 
(8) case records which document the date of service, the place of 
service delivery, signature of  
the person providing the service, nature, extent and units of service, 
and place of service delivery; 
(9) contacts, direct or by telephone, with recipient's family or others, 
other providers, or other resources for service coordination; 
(10) summary of recipient case reviews by staff; and 
(11) written information by the recipient that the recipient requests 
be included in the file. 
    Subd. 12. Additional requirements. (a) Providers of adult 
rehabilitative mental health  
services must comply with the requirements relating to referrals for 
case management in section 245.467, subdivision 4.  
(b) Adult rehabilitative mental health services are provided for most 
recipients in the recipient's home and community. Services may also 
be provided at the home of a relative or significant other, job site, 
psychosocial clubhouse, drop-in center, social setting, classroom, or  
other places in the community. Except for "transition to community 
services," the place of service does not include a regional treatment 
center, nursing home, residential treatment facility licensed under 
Minnesota Rules, parts 9520.0500 to 9520.0670 (Rule 36), or an 
acute care hospital. 
(c) Adult rehabilitative mental health services may be provided in 
group settings if appropriate to each participating recipient's needs 
and treatment plan. A group is defined as two to ten clients, at least 
one of whom is a recipient, who is concurrently receiving a service 
which is identified in this section. The service and group must be 
specified in the recipient's treatment plan. No more than two 
qualified staff may bill Medicaid for services provided to the same 
group of recipients. If two adult rehabilitative mental health workers 
bill for recipients in the same group session, they must each bill for 
different recipients. 
    Subd. 13. Excluded services. The following services are excluded 
from reimbursement as adult rehabilitative mental health services: 
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(1) recipient transportation services; 
(2) a service provided and billed by a provider who is not enrolled to 
provide adult rehabilitative mental health service; 
(3) adult rehabilitative mental health services performed by 
volunteers; 
(4) provider performance of household tasks, chores, or related 
activities, such as laundering  
clothes, moving the recipient's household, housekeeping, and grocery 
shopping for the recipient; 
(5) direct billing of time spent "on call" when not delivering services 
to recipients; 
(6) activities which are primarily social or recreational in nature, 
rather than rehabilitative, for the individual recipient, as determined 
by the individual's needs and treatment plan; 
(7) job-specific skills services, such as on-the-job training; 
(8) provider service time included in case management 
reimbursement; 
(9) outreach services to potential recipients; 
(10) a mental health service that is not medically necessary; and 
(11) any services provided by a hospital, board and lodging, or 
residential facility to an individual who is a patient in or resident of 
that facility. 
    Subd. 14. Billing when services are provided by qualified state 
staff. When rehabilitative services are provided by qualified state 
staff who are assigned to pilot projects under section  
245.4661, the county or other local entity to which the qualified state 
staff are assigned may consider these staff part of the local provider 
entity for which certification is sought under this  
section and may bill the medical assistance program for qualifying 
services provided by the qualified state staff. Payments for services 
provided by state staff who are assigned to adult mental health 
initiatives shall only be made from federal funds.  
History: 1Sp2001 c 9 art 9 s 39; 2002 c 277 s 11; 2002 c 379 art 1 s 
113; 1Sp2003 c 14 art 3 s 20-24; 2007 c 147 art 8 s 18 
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253B.20 DISCHARGE; ADMINISTRATIVE PROCEDURE. 
    Subdivision 1. Notice to court. When a committed person is 
discharged, provisionally discharged, transferred to another 
treatment facility, or partially hospitalized, or when the person dies, 
is absent without authorization, or is returned, the treatment facility 
having custody of the patient shall notify the committing court, the 
county attorney, and the patient's attorney. 
    Subd. 2. Necessities. The head of the treatment facility shall make 
necessary arrangements at the expense of the state to insure that no 
patient is discharged or provisionally discharged without suitable 
clothing. The head of the treatment facility shall, if necessary, 
provide the patient with a sufficient sum of money to secure 
transportation home, or to another destination of the patient's choice, 
if the destination is located within a reasonable distance of the 
treatment facility. The commissioner shall establish procedures by 
rule to help the patient receive all public assistance benefits provided 
by state or federal law to which the patient is entitled by residence 
and circumstances. The rule shall be uniformly applied in all 
counties. All counties shall provide temporary relief whenever 
necessary to meet the intent of this subdivision. 
    Subd. 3. Notice to designated agency. The head of the treatment 
facility, upon the provisional discharge of any committed person, 
shall notify the designated agency before the patient leaves the 
treatment facility. Whenever possible the notice shall be given at 
least one week before the patient is to leave the facility. 
    Subd. 4. Aftercare services. Prior to the date of discharge or 
provisional discharge of any committed person, the designated 
agency of the county of the patient's residence, in cooperation with 
the head of the treatment facility, and the patient's physician, if 
notified pursuant to subdivision 6, shall establish a continuing plan 
of aftercare services for the patient including a plan for medical and 
psychiatric treatment, nursing care, vocational assistance, and other 
assistance the patient needs. The designated agency shall provide 
case management services, supervise and assist the patient in finding 
employment, suitable shelter, and adequate medical and psychiatric  
treatment, and aid in the patient's readjustment to the community. 
    Subd. 5. Consultation. In establishing the plan for aftercare 
services the designated agency  
shall consult with persons or agencies, including any public health 
nurse as defined in section  
145A.02, subdivision 18, and vocational rehabilitation personnel, to 
insure adequate planning and  
periodic review for aftercare services.  
    Subd. 6. Notice to physician. The head of the treatment facility 
shall notify the physician of any committed person at the time of the 
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patient's discharge or provisional discharge, unless the  
patient objects to the notice. 
    Subd. 7. Services. A committed person may at any time after 
discharge, provisional discharge or partial treatment, apply to the 
head of the treatment facility within whose district the committed 
person resides for treatment. The head of the treatment facility, on 
determining that the applicant requires service, may provide needed 
services related to mental illness, developmental disability, or 
chemical dependency to the applicant. The services shall be provided 
in regional centers under terms and conditions established by the 
commissioner. 
History: 1982 c 581 s 20; 1986 c 444; 1987 c 309 s 24; 1997 c 217 
art 1 s 105-109; 2005 c 56 s 1 
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DEPARTMENT OF HUMAN SERVICES DISCHARGE PLANNING 
 

MENTAL HEALTH STATUTES 
 

253B.16 DISCHARGE OF COMMITTED PERSONS. 
    Subdivision 1. Date. The head of a treatment facility shall 
discharge any patient admitted as a person who is mentally ill or 
chemically dependent, or a person with a developmental disability 
admitted under Minnesota Rules of Criminal Procedure, rules 20.01 
and 20.02, to the secure bed component of the Minnesota extended 
treatment options when the head of the facility certifies that the 
person is no longer in need of care and treatment or at the 
conclusion of any period of time specified in the commitment order, 
whichever occurs first. The head of a treatment facility shall 
discharge any person admitted as developmentally disabled, except 
those admitted under Minnesota Rules of Criminal Procedure, rules 
20.01 and 20.02, to the secure bed component of the Minnesota 
extended treatment options, when that person's screening team has 
determined, under section 256B.092, subdivision 8, that the person's 
needs can be met by services provided in the community and a plan 
has been developed in consultation with the interdisciplinary team to 
place the person in the available community services.  
    Subd. 2. Notification of discharge. Prior to the discharge or 
provisional discharge of any committed person, the head of the 
treatment facility shall notify the designated agency and the patient's 
spouse, or if there is no spouse, then an adult child, or if there is 
none, the next of kin of the patient, of the proposed discharge. The 
notice shall be sent to the last known address of the person to be 
notified by certified mail with return receipt. The notice shall include 
the following: (1) the proposed date of discharge or provisional 
discharge; (2) the date, time and place of the meeting of the staff 
who have been treating the patient to discuss discharge and discharge 
planning; (3) the fact that the patient will be present at the meeting; 
and (4) the fact that the next of kin may attend that staff meeting and 
present any information relevant to the discharge of the patient. The 
notice shall be sent at least one week prior to the date set for the 
meeting. 
History: 1982 c 581 s 16; 1986 c 444; 1988 c 623 s 15; 1997 c 217 
art 1 s 83; 2002 c 221 s 27; 2005 c 56 s 1 
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253B.20 DISCHARGE; ADMINISTRATIVE PROCEDURE. 
    Subdivision 1. Notice to court. When a committed person is 
discharged, provisionally discharged, transferred to another 
treatment facility, or partially hospitalized, or when the person dies, 
is absent without authorization, or is returned, the treatment facility 
having custody of the patient shall notify the committing court, the 
county attorney, and the patient's attorney. 
    Subd. 2. Necessities. The head of the treatment facility shall make 
necessary arrangements at the expense of the state to insure that no 
patient is discharged or provisionally discharged without suitable 
clothing. The head of the treatment facility shall, if necessary, 
provide the patient with a sufficient sum of money to secure 
transportation home, or to another destination of the patient's choice, 
if the destination is located within a reasonable distance of the 
treatment facility. The commissioner shall establish procedures by 
rule to help the patient receive all public assistance benefits provided 
by state or federal law to which the patient is entitled by residence 
and circumstances. The rule shall be uniformly applied in all 
counties. All counties shall provide temporary relief whenever 
necessary to meet the intent of this subdivision. 
    Subd. 3. Notice to designated agency. The head of the treatment 
facility, upon the provisional discharge of any committed person, 
shall notify the designated agency before the patient leaves the 
treatment facility. Whenever possible the notice shall be given at 
least one week before the patient is to leave the facility. 
    Subd. 4. Aftercare services. Prior to the date of discharge or 
provisional discharge of any committed person, the designated 
agency of the county of the patient's residence, in cooperation with 
the head of the treatment facility, and the patient's physician, if 
notified pursuant to subdivision 6, shall establish a continuing plan 
of aftercare services for the patient including a plan for medical and 
psychiatric treatment, nursing care, vocational assistance, and other 
assistance the patient needs. The designated agency shall provide 
case management services, supervise and assist the patient in finding 
employment, suitable shelter, and adequate medical and psychiatric 
treatment, and aid in the patient's readjustment to the community. 
    Subd. 5. Consultation. In establishing the plan for aftercare 
services the designated agency shall consult with persons or 
agencies, including any public health nurse as defined in section  
145A.02, subdivision 18, and vocational rehabilitation personnel, to 
insure adequate planning and periodic review for aftercare services.  
    Subd. 6. Notice to physician. The head of the treatment facility 
shall notify the physician of any committed person at the time of the 
patient's discharge or provisional discharge, unless the patient 
objects to the notice. 
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    Subd. 7. Services. A committed person may at any time after 
discharge, provisional discharge or partial treatment, apply to the 
head of the treatment facility within whose district the  
committed person resides for treatment. The head of the treatment 
facility, on determining that the applicant requires service, may 
provide needed services related to mental illness, developmental  
disability, or chemical dependency to the applicant. The services 
shall be provided in regional centers under terms and conditions 
established by the commissioner. 
History: 1982 c 581 s 20; 1986 c 444; 1987 c 309 s 24; 1997 c 217 
art 1 s 105-109; 2005 c 56 s 1 
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245.4711 CASE MANAGEMENT SERVICES. 
    Subdivision 1. Availability of case management services. (a) By 
January 1, 1989, the county board shall provide case management 
services for all adults with serious and persistent mental illness who 
are residents of the county and who request or consent to the services 
and to each adult for whom the court appoints a case manager. 
Staffing ratios must be sufficient to serve the needs of the clients. 
The case manager must meet the requirements in section 245.462, 
subdivision 4 .  
(b) Case management services provided to adults with serious and 
persistent mental illness eligible for medical assistance must be 
billed to the medical assistance program under sections 256B.02, 
subdivision 8, and 256B.0625.  
(c) Case management services are eligible for reimbursement under 
the medical assistance program. Costs associated with mentoring, 
supervision, and continuing education may be included in the 
reimbursement rate methodology used for case management services 
under the medical assistance program. 
    Subd. 2. Notification and determination of case management 
eligibility. (a) The county board shall notify the adult of the adult's 
potential eligibility for case management services within five 
working days after receiving a request from an individual or a 
referral from a provider under section 245.467, subdivision 4. The 
county board shall send a written notice to the adult and the adult's 
representative, if any, that identifies the designated case management 
providers.  
(b) The county board must determine whether an adult who requests 
or is referred for case management services meets the criteria of 
section 245.462, subdivision 20, paragraph (c). If a diagnostic 
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assessment is needed to make the determination, the county board 
shall offer to assist the adult in obtaining a diagnostic assessment. 
The county board shall notify, in writing, the adult and the adult's 
representative, if any, of the eligibility determination. If the adult is 
determined to be eligible for case management services, the county 
board shall refer the adult to the case management provider for case 
management services. If the adult is determined not to be eligible or 
refuses case management services, the local agency shall offer to 
refer the adult to a mental health provider or other appropriate 
service provider and to assist the adult in making an appointment 
with the provider of the adult's choice.  
    Subd. 3. Duties of case manager. Upon a determination of 
eligibility for case management services, and if the adult consents to 
the services, the case manager shall complete a written functional 
assessment according to section 245.462, subdivision 11a. The case 
manager shall develop an individual community support plan for the 
adult according to subdivision 4, paragraph (a), review the adult's 
progress, and monitor the provision of services. If services are to be 
provided in a host county that is not the county of financial 
responsibility, the case manager shall consult with the host county 
and obtain a letter demonstrating the concurrence of the host county 
regarding the provision of services.  
    Subd. 4. Individual community support plan. (a) The case 
manager must develop an individual community support plan for 
each adult that incorporates the client's individual treatment plan. 
The individual treatment plan may not be a substitute for the 
development of an individual community support plan. The 
individual community support plan must be developed within 30 
days of client intake and reviewed at least every 180 days after it is 
developed, unless the case manager receives a written request from 
the client or the client's family for a review of the plan every 90 days 
after it is developed. The case manager is responsible for developing 
the individual community support plan based on a diagnostic 
assessment and a functional assessment and for implementing and 
monitoring the delivery of services according to the individual 
community support plan. To the extent possible, the adult with 
serious and persistent mental illness, the person's family, advocates, 
service providers, and significant others must be involved in all 
phases of development and implementation of the individual or 
family community support plan. 
(b) The client's individual community support plan must state: 
(1) the goals of each service; 
(2) the activities for accomplishing each goal; 
(3) a schedule for each activity; and 
(4) the frequency of face-to-face contacts by the case manager, as 
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appropriate to client need and the implementation of the individual 
community support plan. 
    Subd. 5. Coordination between case manager and community 
support services. The county board must establish procedures that 
ensure ongoing contact and coordination between the case manager 
and the community support services program as well as other mental 
health services. 
    Subd. 6.[Repealed, 1990 c 568 art 5 s 35] 
    Subd. 7.[Repealed, 1990 c 568 art 5 s 35] 
    Subd. 8.[Repealed, 1990 c 568 art 5 s 35] 
    Subd. 9.[Repealed, 1997 c 93 s 4] 
History: 1989 c 282 art 4 s 17; 1990 c 568 art 5 s 4-6; 1991 c 292 
art 6 s 5; 1997 c 93 s 1; 1999 c 245 art 5 s 4 
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245.4712 COMMUNITY SUPPORT AND DAY TREATMENT 
SERVICES. 
    Subdivision 1. Availability of community support services. (a) 
County boards must provide or contract for sufficient community 
support services within the county to meet the needs of adults with 
serious and persistent mental illness who are residents of the county. 
Adults may be required to pay a fee according to section 245.481. 
The community support services program must be designed to 
improve the ability of adults with serious and persistent mental 
illness to:  
    (1) work in a regular or supported work environment; 
    (2) handle basic activities of daily living; 
    (3) participate in leisure time activities; 
    (4) set goals and plans; and 
    (5) obtain and maintain appropriate living arrangements. 
    The community support services program must also be designed to 
reduce the need for and use of more intensive, costly, or restrictive 
placements both in number of admissions and length of stay. 
    (b) Community support services are those services that are 
supportive in nature and not necessarily treatment oriented, and 
include: 
    (1) conducting outreach activities such as home visits, health and 
wellness checks, and problem solving; 
    (2) connecting people to resources to meet their basic needs; 
    (3) finding, securing, and supporting people in their housing; 
    (4) attaining and maintaining health insurance benefits; 
    (5) assisting with job applications, finding and maintaining 
employment, and securing a stable financial situation; 
    (6) fostering social support, including support groups, mentoring, 
peer support, and other efforts to prevent isolation and promote 
recovery; and 
    (7) educating about mental illness, treatment, and recovery. 
    (c) Community support services shall use all available funding 
streams. The county shall maintain the level of expenditures for this 
program, as required under section 245.4835. County boards must 
continue to provide funds for those services not covered by other 
funding streams and to maintain an infrastructure to carry out these 
services. 
    (d) The commissioner shall collect data on community support 
services programs, including, but not limited to, demographic 
information such as age, sex, race, the number of people served, and 
information related to housing, employment, hospitalization, 
symptoms, and satisfaction with services. 
    Subd. 2. Day treatment services provided. (a) Day treatment 
services must be developed as a part of the community support 
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services available to adults with serious and persistent mental illness 
residing in the county. Adults may be required to pay a fee according 
to section 245.481. Day treatment services must be designed to:  
(1) provide a structured environment for treatment; 
(2) provide support for residing in the community; 
(3) prevent placement in settings that are more intensive, costly, or 
restrictive than necessary and appropriate to meet client need; 
(4) coordinate with or be offered in conjunction with a local 
education agency's special education program; and 
(5) operate on a continuous basis throughout the year. 
(b) For purposes of complying with medical assistance requirements, 
an adult day treatment program may choose among the methods of 
clinical supervision specified in: 
(1) Minnesota Rules, part 9505.0323, subpart 1, item F; 
(2) Minnesota Rules, part 9505.0324, subpart 6, item F; or 
(3) Minnesota Rules, part 9520.0800, subparts 2 to 6. 
A day treatment program may demonstrate compliance with these 
clinical supervision requirements by obtaining certification from the 
commissioner under Minnesota Rules, parts 9520.0750 to 9520.0870, 
or by documenting in its own records that it complies with one of the 
above methods. 
(c) County boards may request a waiver from including day 
treatment services if they can document that: 
(1) an alternative plan of care exists through the county's community 
support services for clients who would otherwise need day treatment 
services; 
(2) day treatment, if included, would be duplicative of other 
components of the community support services; and 
(3) county demographics and geography make the provision of day 
treatment services cost ineffective and infeasible. 
    Subd. 3. Benefits assistance. The county board must offer to help 
adults with serious and persistent mental illness in applying for state 
and federal benefits, including supplemental security income, 
medical assistance, Medicare, general assistance, general assistance 
medical care, and Minnesota supplemental aid. The help must be 
offered as part of the community support program available to adults 
with serious and persistent mental illness for whom the county is 
financially responsible and who may qualify for these benefits. 
History: 1990 c 568 art 5 s 7; 1999 c 245 art 5 s 5; 2007 c 147 art 8 
s 6 
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245.472 RESIDENTIAL TREATMENT SERVICES. 
    Subdivision 1. Availability of residential treatment services. By 
July 1, 1988, county boards must provide or contract for enough 
residential treatment services to meet the needs of all adults with 
mental illness residing in the county and needing this level of care. 
Residential treatment services include both intensive and structured 
residential treatment with length of stay based on client residential 
treatment need. Services must be as close to the county as possible. 
Residential treatment must be designed to: 
(1) prevent placement in settings that are more intensive, costly, or 
restrictive than necessary and appropriate to meet client needs; 
(2) help clients achieve the highest level of independent living; 
(3) help clients gain the necessary skills to function in a less 
structured setting; and 
(4) stabilize crisis admissions. 
    Subd. 2. Specific requirements. Providers of residential services 
must be licensed under applicable rules adopted by the commissioner 
and must be clinically supervised by a mental health professional. 
Persons employed in facilities licensed under Minnesota Rules, parts 
9520.0500 to 9520.0690, in the capacity of program director as of 
July 1, 1987, in accordance with Minnesota Rules, parts 9520.0500 
to 9520.0690, may be allowed to continue providing clinical 
supervision within a facility, provided they continue to be employed 
as a program director in a facility licensed under Minnesota Rules, 
parts 9520.0500 to 9520.0690. 
    Subd. 3. Transition to community. Residential treatment 
programs must plan for and assist clients in making a transition 
from residential treatment facilities to other community-based 
services. In coordination with the client's case manager, if any, 
residential treatment facilities must also arrange for appropriate 
follow-up care in the community during the transition period. Before 
a client is discharged, the residential treatment facility must notify 
the client's case manager, so that the case manager can monitor and 
coordinate the transition and arrangements for the client's 
appropriate follow-up care in the community. 
    Subd. 4. Admission, continued stay, and discharge criteria. No 
later than January 1, 1992, the county board shall ensure that 
placement decisions for residential services are based on the clinical 
needs of the adult. The county board shall ensure that each entity 
under contract with the county to provide residential treatment 
services has admission, continued stay, discharge criteria and 
discharge planning criteria as part of the contract. Contracts shall 
specify specific responsibilities between the county and service 
providers to ensure comprehensive planning and continuity of care 
between needed services according to data privacy requirements. All 



 

 

contracts for the provision of residential services must include 
provisions guaranteeing clients the right to appeal under section 
245.477 and to be advised of their appeal rights.  
History: 1987 c 403 art 2 s 27; 1988 c 689 art 2 s 84; 1989 c 282 
art 4 s 18,19; 1991 c  
292 art 6 s 6,7 
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Consolidated Chemical Dependency Treatment Fund 
 
 
The consolidated Chemical Dependency Treatment Fund (CCDTF) is a State-
operated, County managed funding system for provision of chemical 
dependency treatment to persons meeting the MA income standard. 
 

• Pools federal, state and local funds for chemical dependency into a single 
program 

• The CCDTF is the largest single treatment funding source in Minnesota, 
serving as the primary payment source for 45% of all admissions. 

 
CCDTF Objectives 
 

• Uniform criteria for assessment and placement of all clients using public 
funds; 

• A managed fee-for-service system with county supervision of provider 
contracts, county determination of service need (within State established 
criteria) and county determination of vendor; 

• Uniform client and provider eligibility so that individual needs, not the 
available funding stream, would determine the placement for services; 

• A market based, competitive environment in which all licensed providers are 
eligible for payment on an equitable basis with the same local share 
percentage; and 

• Flexibility to respond to changing needs and evolving evidence based 
practices. 



 

 

Admissions to Chemical Dependency Treatment by County 
 
Table below is compiled from the DAANES database and covers all persons admitted for CD treatment from Nov 1, 
2005, through October 31, 2006, and follows all those persons forward in time for 30 days after their discharge.  
(However, no admissions in 2007 are included.) 
 
Column 2 counts total persons admitted in that 12-month period.   Column 3 counts those who were homeless at 
admission [their "usual residence" at admission was shown to be "10" (="transient/homeless/mission.") ].  Column 4 
counts persons who were homeless at discharge.  Column 5 counts the subset of 5 who were re-admitted to a half-
way house or extended care program within 30 days of being discharged. 
 
 

 
 
 
 

Residence 

 
All 

per-sons 
Ad-

mitted 

Per-sons 
home-
less at 
admis-

sion 

 
 

home-
less at 

dis-
charg 

homeless 
at dischg 
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days 
 Col 2 Col 3 Col 4 Col 5 

     
AITKIN 87 0 * 0 
ANOKA 1828 68 60 5 
BECKER 198 8 5 0 
BELTRAMI 566 23 16 0 
BENTON 185 12 10 0 
BIG STONE 23 0 0 0 
BLUE EARTH 388 10 8 0 
BROWN 128 4 * 0 
CARLTON 279 * * 0 
CARVER 268 * 4 0 
CASS 429 15 15 * 
CHIPPEWA 62 * 0 0 
CHISAGO 225 15 * 0 
CLAY 155 20 16 * 
CLEARWATER 49 * 0 0 
COOK 34 * * 0 
COTTONWOOD 54 * 0 0 
CROW WING 451 25 16 0 
DAKOTA 1583 35 31 6 
DODGE 81 * * 0 
DOUGLAS 191 * * 0 
FARIBAULT 68 * * 0 
FILLMORE 74 * 0 0 
FREEBORN 140 * * 0 
GOODHUE 200 7 6 0 
GRANT 23 0 0 0 
HENNEPIN 7771 897 471 47 
HOUSTON 72 * * 0 
HUBBARD 84 4 * * 
ISANTI 210 8 6 * 
ITASCA 230 * * 0 
JACKSON 54 * 0 0 
KANABEC 102 * * 0 
KANDIYOHI 184 7 5 0 
KITTSON 9 0 0 0 
KOOCHICHING 79 * 0 0 
LAC QUI PARLE 25 * * 0 
LAKE 50 * * 0 
LAKE OF THE WOODS 13 0 0 0 
LE SUEUR 86 0 * 0 
LINCOLN 7 0 0 0 
LYON 125 * * * 
MC LEOD 183 4 0 0 
MAHNOMEN 93 * 5 0 

MARSHALL 35 * 0 0 
MARTIN 123 * 4 * 
MEEKER 120 4 * 0 
MILLE LACS 220 4 5 0 
MORRISON 164 * 4 0 
MOWER 195 10 6 0 
MURRAY 19 0 0 0 
NICOLLET 113 * * 0 
NOBLES 58 4 * * 
NORMAN 9 0 * 0 
OLMSTED 773 31 14 * 
OTTER TAIL 265 7 5 0 
PENNINGTON 85 * * * 
PINE 184 7 4 0 
PIPESTONE 49 * 0 0 
POLK 161 13 9 0 
POPE 54 * * * 
RAMSEY 3002 227 139 8 
RED LAKE 48 * 0 0 
REDWOOD 83 0 * 0 
RENVILLE 51 0 * 0 
RICE 265 9 10 * 
ROCK 30 0 0 0 
ROSEAU 51 0 0 0 
ST LOUIS 1464 57 44 * 
SCOTT 408 7 9 * 
SHERBURNE 380 7 * 0 
SIBLEY 59 * 0 0 
STEARNS 702 22 14 0 
STEELE 172 4 4 * 
STEVENS 33 0 0 0 
SWIFT 46 * * * 
TODD 102 5 * 0 
TRAVERS 16 0 0 0 
WABASHA 97 0 * 0 
WADENA 52 * * 0 
WASECA 64 4 0 0 
WASHINGTON 918 38 20 * 
WATONWAN 35 * * 0 
WILKIN 24 0 0 * 
WINONA 181 * 6 0 
WRIGHT 502 17 9 0 
YELLOW MEDICINE 75 * * 0 
X="MN" 1045 87 57 * 

Y=Non-Min 2557 161 34 * 
Z=Missing 1004 55 20 * 
     
Total 33239 2000 1145 93 
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  CENTRAL OFFICE 

 Contributing to a Safer Minnesota 
 
 

 
www.doc.state.mn.us 

1450 Energy Park Drive, Suite 200 � St. Paul, Minnesota 55108 � PH 651.642.0200 � FAX 651.642.0227 � TTY 651.643.3589 
EQUAL OPPORTUNITY EMPLOYER   

 

MN DOC Behavioral Health 
Release Planners 

Facility Specialty Release Planner Phone Pager Email 

Faribault SPMI Brent Erickson 507-332-4576 651-339-0916 Brent.Erickson@state.mn.us 
Lino Lakes SO Mary Cardinal 651-717-6152 612-660-9854 Mary.Cardinal@state.mn.us 

Lino Lakes SO Pam Stanchfield 651-717-6642  Pam.Stanchfield@state.mn.us 

Lino Lakes SPMI Dennis Chlebeck 651-717-6667  Dennis.Chlebeck@state.mn.us 

Lino Lakes CD Lois Freiermuth 651-717-6660  Lois.Freiermuth@state.mn.us 

Moose Lake SPMI Willa Lavamaki 218-485-5000 
x5856 

 Willa.Lavamaki@state.mn.us 

Moose Lake CD Jim Myhre 218-485-5000 
x5095 

 Jim.Myhre@state.mn.us 

Oak Park 
Heights 

SPMI Jeff Erickson 651-779-1386  Jeff.D.Erickson@state.mn.us 

Rush City SPMI Willa Lavamaki 320-358-0516  Willa.Lavamaki@state.mn.us 

Rush City SO Harry Schusser 320-358-1626  Harry.Schusser@state.mn.us 

Shakopee SPMI Brent Erickson 952-496-4478 651-339-0916 Brent.Erickson@state.mn.us 

Stillwater SPMI Jeff Erickson 651-779-1396  Jeff.D.Erickson@state.mn.us 
 

All Facilities Medical Kerrie Holschbach 651-361-7139  Kerrie.Holschbach@state.mn.us  
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HEALTH CARE BRIEFING MATERIALS 



 

 

 



 

 

 



 

 

 

 



 

 

 
 
 
 



 

 

 
 
 


	 

